As a consequence of delayed treatment of intraarterial flucloxacillin, distal gangrene has occurred, I although flucloxacillin is the least 'membrane detrimental' of the antibiotics to arteries according to Knil!. 2 A ten-year-old achondroplastic boy weighing 30 kg presented for a five-level lumbar laminectomy for the treatment of spinal canal stenosis.
He was anaesthetised in the routine manner and positioned prone on the operating table. An intraarterial line (20 gauge Jelco) was inserted into the right radial artery to facilitate monitoring. An intravenous line had been placed in the left hand.
As surgery commenced, the surgeon requested the IV administration of flucloxacillin 750 mg. A new staff member, who was not familiar with the method of identification of lines used in this hospital, drew up and injected the drug into a threeway tap in the arterial line. Three millilitres of the flucloxacillin solution (750 mg in 10 ml water) was given before the mistake was recognised. Soon after injection, swelling and erythema developed the dorsal aspect of the wrist in an area of about 0.5 cm. The fingers appeared to be spared. The serious nature of the incident was appreciated, and residual drug in the line removed.
However, further treatment was a problem. A stellate ganglion block was impossible because the patient was prone and now well into an operation which was expected to take a total of six hours. Heparinisation was not feasible because of the nature of the operation, and ceasing the operation to perform these manoeuvres was not considered practicable.
One possible option was to initiate sympathetic blockade using intra-arterial guanethidine. Guanethidine, as a solution of 5 mg in 5 ml normal saline, was slowly injected into the radial artery cannula 45 minutes after the incident. The cannula was then removed.
The fingers and hand immediately showed evidence of vasodilation but the area around the dorsum of the wrist remained ischaemic. While skin loss in this area would not have been a major problem, nerve damage in this vicinity could have left the patient with a permanent disability. It was decided to add an intravenous regional blockade with guanethidine. An upper-arm tourniquet was inflated above systolic blood pressure and a further 5 mg of guanethidine in 5 ml normal saline was given intravenously. The cuff was maintained inflated for 10 minutes then released.
It was considered nothing further could be done until the end of the procedure at which time a right stellate ganglion block performed using 5 ml 0.25% bupivacaine with adrenaline 1 :200,000. This was performed eight hours after the incident.
The area of pale ischaemic skin slowly reduced in size over the next five days. Follow-up at three months showed no skin or neurovascular damage.
DISCUSSION
Intra-arterial cannulation has been described by Slogoffl as a 'low risk, high benefit method of patient monitoring that deserves more widespread use'. However, due to a multiplicity of lines in major surgical cases accidental intra-arterial injections have been reported. 4 Where a patient has complained of pain after intra-arterial flucloxacillin, successful treatment has been instituted using immediate sympathetic blockade. 5 Alternative methods of treatment described such as flushing the cannula with heparinised saline, intraarterial procaine or phentolamine have not been shown to be ofvalue,4 although recently urokinase combined with stellate ganglion block has been reported to have been used successfully in the treatment of intra-arterial thiopentone injection. 6 Vasospasm following trauma and disease has been successfully treated with reserpine. 7 ,8 The safety of guanethidine, a similar drug, has been demonstrated by its widespread use in pain management units. 8 This case demonstrates an unusual situation since the patient's prone position with prolonged surgery underway precluded the commonly recommended methods for treating this type of injury. The use of guanethidine in this situation has not previously been reported but has a number of advantages. It is available in most hospitals providing chronic pain management services. Injecting guanethidine into an arterial cannula prior to removal is simple, gives immediate effect and no special skills are required. be closed fully. He did not have stridor or other signs of airway obstruction though there was a history of noisy breathing.
He was premedicated with trimeprazine 42 mg orally and hyoscine 0.2 mg IM one hour before the procedure. Monitoring was commenced with a cardioscope and a pulse oximeter. He was given an inhalationat induction with nitrous oxide, oxygen and halothane after which an intravenous line was inserted. As the level of anaesthesia deepened, it became increasingly difficult to maintain a patent airway. Two people were needed to maintain the airway, one solely for lifting the mandible forward. Laryngoscopy was attempted when he was deeply anaesthetised but it was impossible to see even the epiglottis. A size 2 LMA was inserted with no difficulty and the patient was maintained on spontaneous respiration till the end of surgery which lasted three hours. The neck contracture was released and skin grafting was carried out. The LMA was removed when he was awake, after oropharyngeal suction.
The graft became infected and the patient needed further surgery two weeks later. On this occasion
